CHICAGO NEUROLOGICAL SOCIETY. 


January 5, 1905. 

The President, Dr. Sydney Kuh, in the Chair. 

A Peculiar Case of Lack of Orientation and Occipital Lobe Disease .— 
Dr. Patrick presented a man fifty-three years of age, a carpenter and 
ranchman by occupation. He had never been very strong, and he had 
had repeated attacks of what he called "lung fever"; that is, acute pulmon¬ 
ary attacks, probably not pneumonia. He denied all venereal disease, and 
had been fairly well able to work as a carpenter, farmer or ranchman until 
December, 1900, when he "took a violent cold." He had been working in 
wet and cold on a ranch in Nebraska, shoveling com to feed hogs, and 
got his feet and legs wet. Suddenly he was taken with what he described 
as severe pain in the back of the head and back of the neck. He afterward 
said that this was rather a feeling of intense cold—so intense as to consti¬ 
tute a pain. He went into the house and tried various means to relieve this 
cold pain. After several hours, application of heat by means of bags of 
heated salt gave some relief, but for several days he had a cough, and for 
two or three weeks a terrific headache in the back of bis head. Whether he 
was delirious or whether he had a very high fever he does not know, but he 
was confined to the house for about three weeks. The pain in the back of 
the head continued in less degree until about a year ago. since when he has 
had more or less dull,frontal and temporal headache, but no severe pain. 

When he recovered front this acute attack, which to him did not seem 
such a strange or peculiar illness, he noticed nothing in particular until 
he went out to the feed lot and about the stables. Then he experienced 
a very peculiar difficulty. 'The "feed lot" was an enclosure of about ten 
acres where were the stables, sheds and other outbuildings of the ranch, 
and a number of “feed bunks," or troughs, for feeding cattle and hogs. 
The house was separated from the feed lot bv a road. 

After working in one part of the lot. on wishing to go to another he 
had no idea as to which direction he should take. This confusion was 
especially marked if he was working at the feed bunks, which were scat¬ 
tered about without order. He would look all around, searching the hori¬ 
zon for a landmark. Having located the house or the horse stable, he 
could approximate the proper direction, and thus, after a fashion, was able 
to go about his work. When out on the range, an open, undulating prai¬ 
rie, out of sight of the buildings, he was completely at a loss and could 
not find his way about. If the expression may be allowed, he was totally 
“at sea"; almost without orientation. 

In consequence of this disability he lost his position, and since last 
August has been living in a Chicago suburb of about 1800 inhabitants. In 
this suburb he was born and reared, and lived there until he was twenty- 
eight years old. Yet, in this village he gets lost if he leaves the home of 
his brother, where he is now living. When taken to the house in which 
he had lived for many years, he recognizes the structure from certain 
features which he remembers, but has no conception of the relation of 
this house to the remainder of the town, and cannot go alone from it to 
his present residence, about half a mile away. Last fall, when he went 
a couple of hundred yards back of the house to dig potatoes he had to be 
conducted to and from the house. 

When, in answer to leading questions, he tried to explain exactly the 
difficulty he had on the ranch and in the feed lot, he gave a very good 
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description of a man with greatly restricted visual fields. He could see 
nothing except what was directly in the line of vision, and had to turn him¬ 
self about and sweep the entire horizon and near-lying country for some 
landmark. 

This restriction of the visual fields also causes difficulty in walking, 
because he is uncertain about tbe conformation of the ground. Although 
he can see it, he sees it indistinctly and cannot estimate accurately the 
height of steps or other irregularities unless he puts his head forward and 
looks directly at the place where he is to put his foot. 

An examination was made roughly of the visual fields, and Dr. Morti¬ 
mer Frank verified the results by a perimetric examination. Recognition 
of colors is restricted to central vision. For objects there is homonymous 
irregularly quadrantic vision. It might be described as homonymous 
hemianopia with the additional loss of the upper quadrant of the hemianopic 
field. Another peculiarity is that at the extreme periphery of the blind 
field there is some vision for five or ten degrees. 

The great restriction of the visual fields explains in large measure 
the patient's difficulty in getting about, and at first it was supposed that 
this embraced the entire disability. A little further investigation showed 
that he has, in addition, impairment of the sense of orientation, whatever 
that may be, and impairment of visual memory. But this defect of visual 
memory pertains especially to localities, location and directions. The ap¬ 
pearance of single objects he remembers fairly well, and even the arrange¬ 
ment of objects in a given locality he remembers to a certain extent. For 
instance, he drew a diagram of the feed lot on the Nebraska ranch, and 
located in it the various buildings, water tanks, etc., and from the way 
in which he did it. and in which he verified his own diagram a few weeks 
later, the plan seemed to be practically correct. 

His greatest practical difficulty is in locating himself in reference to 
his immediate environment. Even in the house where he lives, which is 
neither a large nor a complicated residence, he is more or less confused. 
If, after reading for a time, he wishes to go to another part of the house, he 
cannot start off directly in the proper direction, but has to look all around 
the room, locate familiar objects, and then conclude which way to go. Mak¬ 
ing out the points of'the compass is a laborious process. 

In addition to this confusion dependent upon lack of orientation, he 
appears to have impairment of memory of things seen. Even allowing for 
the fact that he sees many things indistinctly, and that it is easier to see 
them indistinctly than to make the extra effort to get them all in turn into 
the fixation point, he does not remember sufficiently well objects which he 
does see clearly. 

For instance, he was sent into an adjoining room with instructions 
to note carefully everything that was in it and then come back 
and enumerate them. He took particular pains to note carefully every ob¬ 
ject in the room, but was unable to enumerate them ten seconds later. 
Of seven objects noted he forgot three. Fifteen minutes later he had a still 
more imperfect recollection of them. Apparently he does not remember 
faces as well as he should, and is entirely unable to recall houses, rooms, 
stairways and similar things with which he should be more or less familia. 
He says that he does not remember well what he reads. He remembers much 
better what he hears, but says that in all respects his memory is not as 
good as it was. 

The examination reveals remarkably little in addition to tbe peculiar 
visual fields. Central vision is good except for an error of refraction which 
he has always had. The fundi are normal, the pupils are equal and react 
perfectly to light. Hemiopic reaction has not been examined. Physical 
examination reveals nothing, except that the wrist-jerk is a little more brisk 
on one side than the other. Motion, sensation, coordination, thoracic and 
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abdominal viscera are normal. There is no arteriosclerosis. Aside from 
vision the special senses are unaffected. 

He did not state that he could not see obiects on one side or in certain 
directions, but when questioned about it said that when moving objects ap¬ 
proached him from one side he did not see them until they got to the 
middle. In his own statement he did not complain particularly of his 
failure of vision, but that he got lost and confused, could not find his way 
about, and consequently, could not make a living. 

It seems clear that he has a bilateral occipital lesion such as to cause 
disappearance of the visual field on one side and disappearance of prac¬ 
tically the upper half of the field on the other side. Lesion of any other 
part of the visual tract seems to be out of the question. Dr. Patrick 
thought the visual center on one side was destroyed, and that he had a 
small lesion on the opposite side, undoubtedly on the mesial surface. Ac¬ 
cording to Beevor and Collier’s 1 recent article, this would be of the lower 
part of the cuneus and probably of the lingual lobule. 

Dr. Patrick was at a loss to determine what the lesion was. It seemea 
quite unlikely that it was caused from vascular occlusion, as the conditions 
which would produce thrombosis or embolism seem to be absent. It was 
probable that the acute illness which he had when this trouble appeared 
was an infection of some sort, and that the infection produced the localized 
encephalitis or meningitis. This might be due to either the germ of in¬ 
fluenza or the pneumococcus. 

As regards treatment, no measures directed against the lesion itself will 
be of any avail, but some educational procedure might be of benefit and this 
would be tried. 

Dr. Sanger Brown said he would like to ask if since this trouble the 
patient had found that hardly anything seemed as it did before. Had he 
been able to enjoy that sense of knowing where he was and appreciating 
things just the same as before? 

Dr. Patrick said he had not. He felt very much “at sea” all the time. 
He got confused even in the house. Things that should look familiar 
seemed unfamiliar. And this can scarcely be explained by the defect of 
vision alone. 

Dr. Mettler asked what was the objective sense of orientation; when 
he shut his eyes could he see things as they ought to be? _ 

Dr. Patrick replied that he had asked him what was in the sitting- 
room at home. He mentioned most of the objects and their location, but 
forgot the couch. There were not many things in the room. The patient 
said that when he came back to where he lived as a boy he could not see 
a thing, except one, that seemed familiar. He had been away twenty-three 
years, but could recognize only an old tree where he used to have a swing. 

Dr. Brown asked the patient whether, when he had dreamed since his 
sickness, he had dreamed of things in their natural relations. 

The patient replied that he had not dreamed in twenty-five years. 

Dr. Brown asked him whether he could remember scenes in his early 
life, how objects looked, recall them as he did before he was sick. 

The patient replied that he could. 

He was asked whether he could remember who wore glasses, for in¬ 
stance, and the peculiarities of his playmates? 

He replied that he could. 

Dr. Sanger Brown said : In assuming that there would be one lesion 
which had disturbed the visual power in the right occipital lobe; to as¬ 
sume that that lesion, whatever it was, passed over a little into the other 
lobe and injured the contiguous parts of the other lobe, would not 


1 “A Contribution to the Study of the Cortical Localiation of Vision.” 
Brain, 1904, p. 153. 
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very well account for what is found in his visual field, because there would 
have to be, in that case, a disturbance of central vision. 

Dr. Patrick said he thought not. Central vision is the last to go. 

Dr. Brown remarked that there is some central vision in each cuneus. 
There is a double supply from the center. That is the pit or core of the 
whole thing. 

Dr. Barker said the lesion must involve the entire occipital region, 
according to von Monakow. 

Dr. Patrick thought a partial injury of the cuneus on one side would 
account for the quadrantic loss in addition to the hemianopia from a more 
extensive lesion of the other side. 

Dr. Barker said the lesion must be in the lower part of the occipital 

lobe. 

Dr. Patrick remarked that Beevor and Collier’s conclusions do not 
entirely agree with other writers’ as to the location in the lower part of 
the lobe. 

Dr. Brown did not believe that it has been fairly proven that the cuneus 
has all to do with vision. He believes the visual area extends over the 
entire occipital lobe, but the ophthalmologists and pathologists who ex¬ 
amine cases post-mortem seem to be of the opinion that the cuneus is the 
only part. He believed that the reason that the lesion in the cuneus is so 
effective in obliterating central vision is because it involves the fibers that 
go to the other parts. That is comparable, in some particulars, to internal 
capsule lesion in motor diseases. 

Dr. Mettler said the case interested him from another side, the psy¬ 
chic side. There is a loss of space sense, and we are taught that we 
acquire that through vision. He had lost the fundamental space sense, 
which enters into the psychic section through his loss of vision, this orien¬ 
tation being a psychic loss—something gone out of the man’s mind. 

Dr. Kuh said that Berlin had published a case like this. 

Dr. Patrick remembered that there was no indication of vascular dis¬ 
ease ; the heart was good, and the arteries showed nothing in the exam¬ 
ination which would lead one to suspect the man had a thrombosis. He 
recalled three cases of occipital lobe thrombosis, but none like this. The 
man had been peculiarly susceptible to pneumonia. 

Dr. Barker thought there was a spotty encephalitis, with marked de¬ 
struction of brain substance. Most of these cases terminate fatally, but 
some do not. In this condition the influenza bacilli are present and both 
hemispheres are involved, but one end of the brain more than the other. 

Dr. Patrick thought that would explain it better than meningitis. ' 

A Case for Diagnosis .—Presented by Dr. D’Orsay Hecht at the re¬ 
quest of Dr. H. T. Patrick. The patient was a man 36 years of age, who 
first came under the speaker’s observation one week ago in Dr. Patrick’s 
neurologic dispensary service at the Northwestern University Medical 
School. He was a carpenter by trade. His present disability had caused 
him to drop that occupation and for the past two or three years he had 
peddled, principally tea and coffee, for a living. 

He had been married twelve years and was the father of a healthy 
boy. His wife had no miscarriages. The family history, so far as he 
knew, had been negative. His father was living and well at 62, and his 
mother enjoying good health at 58. Tne patient was the oldest of thirteen 
children, of whom eight were living; of these a brother and sister 
were said to have “enlargements of the neck" (perhaps goiter). As to 
the venereal history, both gonorrheal and syphilitic infection were stren¬ 
uously denied, nor was there found upon examination any somatic evidence 
of past lues. 

The patient had been a heavy drinker ever since his fifteenth year, 
indulging in both liquor and beer. Nine years ago he sustained a 
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fall from a 22-foot-high scaffolding., attended with immediate loss of 
consciousness. Having been taken home in a patrol wagon and put to bed, 
consciousness was regained in an hour or so, and it is stated that he then 
passed considerable blood per rectum (according to natient a half¬ 
bucketful). Except for the occurrence of a few vomiting spells, the 
six weeks’ term in bed following this accident revealed neither marked 
subjective nor objective symptoms. There was no paralysis of the ex¬ 
tremities ; no notable incoordination; no vesical or rectal disturbance. 

His first attempt to get up and resume work was attended with great 
weakness in the legs and some dizziness. Vision in any direction engen¬ 
dered a feeling of marked and constant vertigo, which was not further 
aggravated by sudden changes of position of body or head. Sudden rising- 
up or lying down did not affect it. Simultaneously subjective sensations 
of dark spots floating before the eyes were experienced. He had been 
singularly free from headaches. Transitory diplopia had been present. 
A return to his former occupation in this condition had proved a physical 
impossibility, and the patient became engaged in a bottle beer business, in 
the pursuit of which he had managed personally to consume as much as 
two cases of beer a day. 

During the two years he was so occupied he was better or worse. In 
a state of drunkenness and while delivering beer he had met with another 
fall to the ground from the wagon seat, and the jar so received seemed to 
have increased his weakness, because his gait now became markedly un¬ 
steady and a speech defect (dysarthria) appeared for the first time. The 

bottle beer business was abandoned for an active interest in a pool and 

billiard room. His incoordination at this time must have still been fairly 
good, since he was able to make runs of three and six in three-ball billiards, 
and occasionally put down a half-frame in pool. He concedes that there 

might have been an element of good luck in his play. 

For the past two years, which have been devoted to tea peddling, all 
symptoms, and especially those of incoordination, have been altematingly 
better or worse. When away from localities in which he was well known 
he had been arrested several times for drunkenness, the impression readily 
justified by his extremely ataxic gait. 

Although inclined to an occasional display of emotionalism, there had 
always been a decided sense of well-being, akin to euphoria—this despite 
acknowledged domestic infelicities and economic distress. To his own 
immediate infirmities he referred in terms of “feeling fine, never better 
in my life,” etc. At no time had he presented spasmodic weeping or 
laughter. There had been no signs of mental enfeeblement and his mem¬ 
ory remained unimpaired. 

Physical examination revealed the following: Nystagmus-like twitch- 
ings of both eyes when in extreme lateral position (in no sense genuine 
nystagmus). The right pupil was somewhat larger than the left, both 
regular in outline and reacting well to light and accommodation, but none 
too promptly. 

The visual fields were normal for distance and color. It had been 
Dr. Gradle’s first opinion that the temporal halves of both disks showed 
a slight shade of pallor, but on second examination he had concluded the 
fundi were normal. The tongue was tremulous on protrusion. Dysar¬ 
thria was marked—an admixture of syllable stumbling and scanning- 
speech. 

Of the motor symptoms the most conspicuous was the gait, decidedly 
cerebellar in type, broad-based, and purely ataxic, with lateropulsion to 
the left. None of the extremities were in the least spastic. 

The marked incoordination was further demonstrated with patient 
placed upon his back and his legs raised in the air. Execution of this 
movement was attended with widely excursive, most disorderly swaying 
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of the legs. There was absolute inability to maintain them in static 
equilibrium. 

Approximation of the index fingers to the nose with eyes shut was 
impossible even after repeated trials. 

Sensory phenomena, solely of the paresthetic variety, were confined 
entirely to the distal parts of both upper and lower extremities. 

The patellar reflexes were only satisfactorily elicited with Jendrassik 
reinforcement—the right being somewhat weaker than the left. The 
Achilles jerks, also requiring Jendrassik's reinforcement, were present 
and more equal. The Babinski toe sign was absent. Of the skin reflexes, 
the plantar, cremasteric and abdominal were active on both sides. The 
anal reflex was present. 

Referring to the diagnostic possibilities in the case, Dr. Hecht stated 
that a cursory examination of the most conspicuous features had sug¬ 
gested a diagnosis of pseudo-tabes aleoholica. which was abandoned im¬ 
mediately upon more careful consideration of the findings. 

The diagnosis of multiple sclerosis had then seemed quite tenable, 
although there was nothing typic of this disease in either the eyes, the 
speech, the gait (total absence of spasticity), the reflexes (either deep 
or superficial), or the mode of onset. Some findings which Dr. Edward 
Muller in his recently published monograph on multiple sclerosis had 
emphasized to a degree of diagnostic import were totally lacking in the 
present case. 

The possibility of cerebellar disease had received only passing con¬ 
sideration, because of the failure to reconcile the symptoms to a lesion in 
this location. In this connection, the speaker called attention to the 
conclusions drawn by Babinski from his studies of static and kinetic equi¬ 
librium in cases of cerebellar asynergy. 

The Babinski “dissociation of the two kinds of volitional equilibrium,” 
the kinetic and static, had not been demonstrated in this case, nor had the 
patient encountered any difficulty in executing rapid supination and pro¬ 
nation of the hands (diadocokinesia). a function supposed by Babinski 
to have its anatomic seat in the cerebellum. From all these negative 
premises. Dr. Hecht felt constrained to call this an obscure case, and 
invited the members to suggest a diagnosis. 

Dr. Grinker, who had been privileged on two occasions to see the 
case, thought that Dr. Hecht had covered all the points brought out at a 
joint examination. He, too, had favored a diagnosis of multiple sclerosis, 
and upon first examining the disks thought the temporal halves had ap¬ 
peared slightly paler than normal, but a second look had disabused him 
of this belief. To eliminate all doubt, he had asked Dr. Gradle to ex¬ 
amine the eyes, and he reported the nerve as slightly grayish-white, but 
not pathological. The history of chronic alcoholism, the apparent re¬ 
duction of the tendon reflexes, together with the gait, were highly sug¬ 
gestive of pseudo-tabes, but the absence of sensory symptoms weighed 
heavily against this conclusion. He said that he, too, was familiar with 
the Muller monograph on multiple sclerosis, which he had probed for 
case reports with reduced or abolished knee reflexes. The testimony 
on this point had not been convincing, nor had he ever seen a case in which 
the patellar reflexes were weakened or absent. He thought that this might 
be one of the very typical cases of multiple sclerosis. Muller had declared 
as essential to the diagnosis of this disease symptoms beginning early 
in life, with a slow and insidious onset. In this case, they appeared in 
adult life acutely and rapidly progressive following trauma. With such 
a history the diagnosis of a myelitic process (sclerotic areas) seemed not 
altogether unlikely, but he preferred to ask rather than answer the ques¬ 
tion, What is it ? 

Dr. Sanger Brown asked whether the ataxia had been as marked two 
•or three months after the accident as it is now. 
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Dr. Hecht replied that it had been sufficiently great to prevent 
return to his trade, but had not so early advanced to its present de¬ 
gree.. For the seven years after the accident he felt decided improvement 
from time to time. Dr. Brown then inquired as to the patient’s muscular 
strength and power. Dr. Hecht was able to demonstrate that the patient 
was in all respects strong, but that he tired easily, and frequently re¬ 
quired a half hour's rest to put him right again. 

Dr. Llewellys Barker asked Dr. Brown whether the speech defect in 
this case bore any resemblance to the dysarthria in the cases of cerebellar 
ataxia, described by them (Barker and Brown). Dr. Hecht had the 
patient recite the Lord’s Prayer, commenting upon the rhythm, the tonal 
monotony, the confluence of some and the omission of other syllables. 
Dr. Brown then replied that the speech differed considerably, it having in 
their cases been more confluent, more guttural and grunting in character. 

Dr. Sydney Kuh said that one possibility always to be thought of in 
an obscure organic disorder was that of specific disease. Although 
infection had been denied, the sort of life the patient led would not 
make the fact at all improbable. If it were his case, he would give 
the patient the benefit of the doubt; it could do no harm, and might 
clear up the diagnosis. At the Post-Graduate Hospital he had seen a 
colored man in a similar condition derive enough good front anti¬ 
syphilitic treatment to enable him to return to his work. To him the diag¬ 
nosis in the present case rested between syphilis and an atypical dissemi¬ 
nated sclerosis, perhaps a pseudo-sclerosis. 

Dr. L. Harrison Mettler looked upon the case as one of the atypical 
forms of multiple sclerosis, with alcohol as an underlying cause producing 
encephelo-myelitic foci simultaneously with the changes in the cord. 

Dr. Barker felt that on account of the bizarre character of the case Dr. 
Kuh’s suggestion to try specific remedies should be carried out. He did 
not care to venture anything approaching a definite diagnosis. 

Dr. Grinker said he had deterred front making a diagnosis of specific 
disease because of the entire absence of somatic findings and the knowl¬ 
edge of a healthy family. 

Dr. Hecht, relative to Dr. Kuh’s suggestion of possible lues, put par¬ 
ticular stress upon the total absence of headaches at any time in the 
history of the case, adding that the only headache the patient had ever ex¬ 
perienced was (to use his own words) “the head of a jag.” 

Dr. Sanger Brown then referred to his publication three years ago. 
of three cases of acute ataxia, in which the progressive asynergy acute in 
onset had been very much more pronounced than in this instance, and 
spasticity was recorded in all. He was able to observe them for a num¬ 
ber of years. In one of the cases (that of an old lady) in which he 
had determined a cerebral lesion involving the red nucleus, there were 
symptoms of third nerve paralysis associated with those of hemiplegia. 
Some fibers of the pyramidal tract were involved in their passage through 
the pons. Another instance recalled was that of a man 23 or 24 years 
old, still living, who had not walked for years, whose strength had not 
diminished a particle, whose speech was more affected than this man’s, and 
whose incoordination was greater. 

In the case now under discussion, he ventured the opinion of some 
lesion not in the cord, but in the cerebellum, which had thrown it (the 
cerebellum) out of circuit. He thought that in view of the history of 
trauma and the acute onset of symptoms in an otherwise healthy man, the 
diagnosis of specific disease was far-fetched. 



